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The patient whose venuiculogdm was shown in Figure IA was 
listed as Patient 4 in Table I. The discrepancy between the lrft 
venuicular ejection fraclion listed in Le ‘able and figure relate to the 
diierent imaging modalities utilized. The ejection frxraction of 34% 
was obtained by contrast ventriculography at the Lime of admission, 
whereas the value of41W listed in Table I was obtained several days 
later by radionuclide imaging. This patient demonstrated rapid 
normalization of ventricular function. 
Lkspite the generally excellent prognosis associated with this 
presentation of mywrditis. one patient (PaUenf 3) did die of 
progressive heart failure tier hospital discharge. As indicated in 
Tabk 1. this patient had global hypokineria that failed to improve 
despite immunosuppressive therapy and had active giant cell my- 
carditir an biopsy. The aggressive nature of this histologic type of 
myocarditis has previously been documented (21. Segmerdal let? 
ventricular dysfunclion was present only in Patient 9. who remains 
awe. 
Alternative explanations for the ECC findings seen in our 
patienw. including coronary vasospaam or arteritis. were cansid- 
end. Arkritis seems unlikely in this cohort because of the demon- 
sumted normal cornnary anatomy and the abwncc of elevation in 
ervfhrwyte sedimentation rate or other markers of grnemlized 
intlammaUon. 
Finally. 1be impartant issue of thmmbolysis in patients with 
myocarditis nbadd bc addressed. l’hmmbolylic therapy was not 
administered in these II patients for a variety Ot MSMIS. Several 
were studied before the mutine use of this trwdmeot modality. 
Miws underwerd cornnary agbgmphy swn after their arrival in 
the enwrgcncy ward; the remaicder had suflkiemly atypical ECG 
features to suggest an alternative diagnosis to acute infarction. After 
submission of our repat, IWO patknls with histologically confrmed 
mycarditis did ucdergo tbmmbolytic therapy with slrep(okinase 
for presumed infafctbn. Despite the bigher likelihood ofassoeiti 
wicardi3l i&mm&m in Ibis group ofpatients. hcmopericardium 
was not oxnwl and both p&Us had an uncomplicated hospital 
course. ConsidcraUon of myocardiris as an altemative dii3ia 10 
cormq wdusbn in patients who pasent with an is&c chest 
pain syndrcme but atypkal ECG or ventliculogmphic pat,erns may 
avoid the unnecessary cost and risk of thmmbolysis and anticoag- 
ulation in scmu patients. 
Strategies for the Treatment of Thin Lltscrete 
Subaortic Stemsis 
We enjoyed readillg the two cwuc~tiye ankles w discrete sub- 
patients. including 27 m&ally treated patients. h the other. 
Frommeb and c&agues (2) analyzed the se&l echaardiagaphie 
studies performed in 38 patieols (of77 with a diagwsis &discrete 
subsonic stenosis); sur@cal resection was pcrfwmed in 36 paknts. 
Buth rtodks cc&,,, the already know,, pmgrrr*ve ranwe of U,e 
disease. Although the !a@,~ rmd, suggera tba early swgfcal 
renectioa can preserve rati2 valve intcguity, the fwmer cowMen 
that early surgery should 001 bc undertaken in ad&d forms of the 
disease, unlas pmgrcsion dev&ps. Both aticks include an 
addendum related to our recent article (3) on b?&on dilation of 
discrete subaortic rtmosir as a us&U compkmeat to surg6d 
Irratmeot. Although Fmnunb et al. indicate that bauooo dib,fr,,, 
appearsto~e~3naccepfnbk~emativetosurgical resection&be 
membrane, de Vfies et al. believe that it may have ham&w 
sequel&e and do am fecommc fr.i it fof these pients. 
We remet [hat the tiniuo of de Vrks et al. is WI swwned bv 
study they found a bigb kve! zf mswna of stenosis and @op. 
entive morbidity. which ‘cd tbcm mask. “Should m take these 
risks in operating on priests who might possibly he in slahle 
cmdition and symptom tits, with only mild Ii& subwtic steno- 
sis ?” Without much ~lgument they ~tlswer their quest& by 
also recommending no surgery for mild (not d&ed) rubaorik 
stenosis, unless Iht discax pmgw~s durfng falbwp (Men it is 
no longer mild): lben wgefy may be considered. This comewative 
strategy contrasts with b~U~ageaemlconcemabwt tbc~ssive 
nature of the disease, rbkb kd others (4-S) to remmmend ealy 
surgery. and their final view 011 ballam~ &tion, a safe and kss 
aggressive ahemaUw for pnittently dccreasiqtbe kfi vatrick to 
aorta gradient. 
We agne with c&err (8.9) Umt only Ume will answer many 
unsolved questionson this disease. At present. there isnodefmitive 
procedures that may not cure tbe disease. Both m&cc tbe pressure 
gradkrd to a similar dega (2) but do mN eliminate tbe u&dying 
mechanism for potential disease ~&II. In fact. es of 
recurrence of disew atIer both treatments an &ni%aUty high. ff 
we admit that gradient reduction somehow patents further campli- 
savings in patient ciiscomfoU arc rignifurd. Dnce presruregndient 
relkf is obtained, cootim& fdbw-up is mandatory. If muu-rence 
dewlops. baUwn dilation can be repeated succe%fuUy in most 
paUel;ts. With Ibis strategy, surgery may bc delayed or even 
avoided. Dfcourse. fwtherstudies are necessary and. as mentioned 
by Fmmmelt et al., “Twadimmrional and Dop&rech 
phy should be especially useful for. comparing the long-term 
efficacy of this treatment with that of surgical appmaches.” 
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Several points in the letter of SuBrez de Lew and colleagues wed 
attention. First. these investigators state that il: our article m 
defined iscrete subsonic stenosis as a progressive disease. How- 
ever. the most imwrtant conclusion of our article is that pmnersion 
of disease couldbe demonstrated in only a subgroup of patients. 
This conclusion is the baris for wr statement that vestment should 
be performed only in tbox patients in whom such pmgrcssicn can 
be demoartcstcd. In our series we found no r&don between the 
presence of discrete subsonic Stewsis and impending or pmgres- 
sive amtic valve regurpitalion. Alflwu@~ this observation is in 
ccatrast with warts of others. these are the facts in our patient 
group. Furtbc&re, because our study indicated that early &ery 
did not yield any be&t, “preventive” surgery cannot bc defended. 
If treat&at &discrete aubaortic em&is &licated. we believe 
that sur&l mwkaticm is the treatment of choice. because this is 
the only remedy to create a morpholo&ally normal eft ventricular 
outi%w tract. Even in the prcsenec ot a substantial rate of recur- 
rence d disease after surgical treatment, balloon dilation doer nol 
seem lo ciTer a baler altemative. unless there would be a major 
difference between the ex~ectrd b-emfb after balloon diladon and 
ruigcry. Ahim@, we ap&&e ,k palicy of Sutiez de Lezo et al. 
and note tbe results achieved, we a~ still worried about pmential 
damage to the milral valve apparatus. We have studied seveml 
anatomic spaimens d kans with isolated iscrete subsonic ste- 
nmis and were impresxd by the often very tight attachment ofpar15 
of the stmclures that fnm the subwnic stem& and the miti 
valve qwatut. Ths scriw of Sudrez de Lezo et al. is not w large 
that our concern can be eliminated. We tape this point will be well 
taken. Unfortunately, WE have encountered ma exampks of great 
enthusiasm about interverdicwd procedures in cbi:dren the proved 
to bc far less positive in the longer term. 
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